. When carrying out the dilatation the fingers are manipulated so as to throw all the dilatation force on to the sides of the anus at 3 o'clock and 9 o'clock. avoiding damage to the anus anteriorly. and particularly posteriorly at 6 o'clock where it is weakest. (Reproduced from Lord 1977, by kind permission) bands that pull the fissure open each time the bowels act and thereby prevent healing; hence the therapeutic value of dividing these bands, be it by subcutaneous sphincterotomy or manual dilatation.
Gatehouse et al. make reference to my 1969 publication. In the intervening years I feel that I have learned much about the procedure and I now stress that during dilatation every effort should be made to throw the stretching force on to the side of the anus at 3 o'clock and 9 o'clock, avoiding damage to the ring anteriorly and particularly posteriorly at 6 0 'clock where it is weak ( Figure I ).
hypothesis that diverticular disease is a deficiency disease that could be prevented by a return to a diet containing a natural amount of fibre. I was naturally gratified to read that where general anaesthesia was available, manual dilatation had the edge over the formal sphincterotomy.
It seems to me likely that these two procedures are aiming for the same end result. It is most interesting that patients with anal fissure have a high resting anal pressure; this is also found in patients with haemorrhoids (Hancock 1977) . It is interesting to speculate why some patients with this high resting pressure have haemorrhoids, some have fissures and some have both, while a minority of others remain symptom free.
It is my clinical impression that in patients with fissure the constricting band which can be felt under anaesthesia lies very superficially under the skin and that some of the fibres appear to be 'inserted' in to the side of the fissure. It will be these I consider that I now achieve much the same lesion as that produced by subcutaneous sphincterotomy, except that in manual dilatation the lesion is usually bilateral and more extensive as it extends as high as the fingers can reach in to the lower rectum. Dr P A Bacon of the Royal National Hospital for Rheumatic Diseases in Bath kindly gave me details of a provocation test he has developed for patients with rheumatoid arthritis and Felty's syndrome, which might answer this question. It consists of one intravenous injection of 100 mg hydrocortisone and a comparison of the blood counts at the time of injection and four hours later, when its stimulating effect is at its peak.
Of the employees originally tested, 20 allowed me to carry out this test, which causes no ill effects. It was explained that it was important to ascertain whether it was possible to 'stimulate the phagocytes' in which they were deficient -just as Sir Ralph Bloomfield Bonington did in 'The Doctor's Dilemma' (Shaw 1906) .
The results in Table I show that the lower the initial neutrophil count, the greater was the increase four hours after provocation, ranging from 50-720%. At the same time, the lymphocytes and monocytes were much reduced and the eosinophils practically disappeared. As expected, those with near normal count had less increase than those with low circulating neutrophils. Only one subject had an actual decrease, but on retesting he too had a 150% increase in neutrophils.
It is reassuring to find that a low count of circulating neutrophils does not appear to reflect a lack of reserve, which can be mobilized in response to stress, and it can probably be inferred that a similar reaction would occur in response to bacterial infection.
I am most grateful to Dr Bacon for his suggestion and for permission to use his provocation test. Yours faithfully HOENGEL 30 January 1978
